Persistent Hypoglycamia following Diabetes Mellitus treated with
Insulin.-O. LEYTON, M.D.-C.B., male, aged 5i. Family history of diabetes mellitus on paternal side. Diabetes mellitus developed in December, 1927. Patient was put on a fixed diet with insulin. For a time administration of insulin became unnecessary, and the diet was raised until patient was taking over 100 grm. carbohydrate daily.
Colds and pyrexial attacks led to a depression in power of using sugar, and insulin was resumed. Gradually the dose had to be increased up to 18 units twice daily, while the patient was suffering from a cold. When the infection passed, hypoglyceamia developed, and the dose of insulin was decreased slowly until 8 units twice a day were being given. During this dosage a severe hypoglycewmia developed, which for several weeks threatened the patient's life.
Although administration of insulin was stopped on February 17, 1929, and the child is now on a diet containing 140 grm. carbohydrate and 67 calories per kilogram bodyweight, the concentration of sugar in his blood at 8.30 a.m. on May 1 was 0 * 06 per cent. He has been free from hypoglyeawmic symptoms for three weeks.
In this case, as well as in other similar cases which have come under my observation, glycosuria occurred in spite of the hypoglyewmia. This is of practical importance, because if one were to cease giving sugar when sugar appeared in the urine, the patient would die from hypoglycoemia. The renal threshold for sugar in this case was below 0 * 4%.
Based on my experience of four similar cases, my advice is to continue the administration of sugar until the concentration of sugar in the blood remains above 0 * 2% for two hours.
There seems to be some evidence that the condition does not arise from the absence of glycogen in the liver, because the injection of pituitary extract raised the percentage of sugar in the blood for a time.
Discussion.-Dr. J. W. CARR (President) said that this was an interesting case, and the subject was a most important one, because, evidently, it was a question of life or death for these patients as to how they should be treated. The information in this case was particularly valuable, because such complete records had been kept. A special difficulty in connexion with the treatment was that within twenty-four hours the blood-sugar often showed considerable variations, for at one reading it was sometimes as high as 0 * 2%, and a few hours later only 0 * 06%.
What were the ages of the three other patients to whom Dr. Leyton had referred? Dr. DOROTHY HARE asked whether the blood-sugar figure on May 1 was that of the fasting level, and whether the child showed a normal response to a carbohydrate meal, or if the normal rise was absent.
Dr. B. A. HUNT said he had seen a similar case in a girl of this patient's age, and in that case one point had specially impressed him. The patient had been persistently hypoglyceemic for a fortnight, and during that time the renal threshold, which previously had, he thought, been normal, was 0.-08%. When the hypoglycemia passed off, the renal threshold rose to about normal (i.e., 0. 17%). He (the speaker) wondered whether that had been observed in other cases. He could not see a connexion between the two facts.
Dr. F. PARKES WEBER mentioned the possibility of the patient secreting an excessive amount of insulin so as to produce a spontaneous condition of hypoglyciemia.
There arose the question as to what happened if a child was born of a hyperglycEemic mother who had not been under insulin treatment. During the pregnancy the child would be getting an excess of sugar, and, naturally, the islands of Langerhans would be overworked, and (at least in early life) might hypertrophy in response; during fcetal life organs might hypertrophy with special facility, that was to say, in response to demand. If such a child were born alive, then on birth suddenly this excessive supply of sugar would be removed, and the child would receive merely the same amount of sugar which ordinary children had, though its hyperplastic islands of Langerhans were every day secreting much more than the amount of insulin which an ordinary child produced; the result might be extreme hypoglyceemia and even death. In one recorded case, death was attributed to that.' He thought it likely that, for some reason, some children produced more insulin than did others, and that some kind of infection might suddenly depress the capacity to form insulin. At that stage the doctor might be called in and find sugar in the urine and might give insulini, and this worked all right until the infection was over. But afterwards there would probably again be excessive insulin, even if its therapeutic use were discontinued.
Dr. LEYTON (in reply) said that it was rather difficult to regard this as a case of cellular hypertrophy of the islands of Langerhans, because when the patient was first seen he had been in diabetic coma, which had yielded to the administration of insulin. After some months insulin had become unnecessary for a time, and then an infection had seemed to aggravate the diabetes and make insulin necessary again. He had seen the new-born infants of mothers suffering from severe diabetes mellitus, but they had not presented symptoms of hypoglycsemia. Perhaps this fact was due to his (Dr. Leyton's) always ordering large quantities of insulin for his diabetic patients during the period of gestation.
Persistent hypoglycEemia was not necessarily caused by increase in the B cells of the islands of Langerhans; he had seen a case in America of this disease, in which laparotomy had failed to show any abnormality of the pancreas and removal of half the gland had not ameliorated the condition.
His experience had been similar to that of Dr. Hunt, in that the renal threshold for dextrose fell during the attacks of hypoglycsemia and returned to normal later.
In the other cases of hypoglycEemia which had come under his care the age of the patients had been somewhere about thirty years. I Cf, Gray and Freemster, Arch. Path. and Lab. Med., Chicago, 1926, i, This case appears to belong to a definite clinical group designated by Apert "Acrocephalosyndactyly," and characterized by a variety of oxycephaly, accompanied by complete syndactyly of the hands and feet. The main features of the condition are the steep, flattened forehead, the ill-marked superciliary ridges, the prominent eyes with the outer canthus at a slightly lower level than the inner, the high, arched palate and the syndactyly.
This infant exhibits a further point noted in some of the recorded cases, i.e., facial asymmetry.
Unfortunately the skiagrams of the skull are not good. No digital markings can be seen, and the accessory nasal sinuses which in true oxycephaly are rudimentary or absent, cannot be made out. Would it be advisable to attempt to separate the fingers at the present time or at a later date ?
